On June 24 under chloroform, an attempt was made to pass a wire snare through the right naris in order to encircle the post-nasal dependent portion of the growth, with a view to evulsion. From a postrhinoscopic examination this appeared to be quite simple, but was found to be impossible on account of the growth obstructing the choana and being firmly attached to the choanal margin. No forceps would pass along the naris past the growth, the aperture Guly admitting instruments the size of the snare tube. With the patient's head in the dependent position, the protruding post-nasal extension of the growth was removed piecemeal through the mouth by nmeans of Luc's forceps, guided by the index-finger of the left hand in the nasopharynx. This portion of the growth was of a hard consistence and firmly attached to the choanal margin and the spheno-ethmoidal recess, and it had absorbed a portion of the posterior edge of the vomer. The removal of the intranasal portion of the growth was carried out in a similar way by the forceps. The opening into the maxillary antrum through the canine fossa was next enlarged, and the antral portion of the growth, which filled nearly the entire cavity, was found to be soft.and necrosed. This was removed, together with the antro-nasal wall, which had been partially absorbed by the growth. The turbinals and ethmoidal cells had also been absorbed, so that the operation converted the left nasal fossa into one large cavity. There was no post-operative heemorrhage and no packing was required. The patient made a speedy recoveryjand left the hospital in a week.
This case is in-teresting in that (1) It confirms the view that the maxillary antrum may bevthe seat of origin of these nasopharyngeal polypi (choanal polypi) .
(2) It shows that these polypi are subject to inflammatory changes, and may cause extensive adhesions and absorption of bone-e.g., in this case there were found necrosis and absorption of portions of the outer antral wall involving skin of the cheek, nasal wall, sphenoidal sinus, ethmoidal cells, and vomer.
(3) The rapid removal of such a growth with the forceps makes the bleeding negligible.
(4) The dependent position of the head does away with the danger and risk of blood being drawn into the larynx, and hence avoids the necessity of a preliminary tracheotomy.
(5) The growth could not have been removed en masse by evulsion with forceps or snare. By these three routes it was possible to remove piecemeal the whole of a very extensive growth, so that more formidable procedures-e.g., Moure's or Rouge's external operations-were unnecessary.
The skiagrams by Dr. Finzi show both maxillary antra to be somewhat opaque, the right more so than the left. This is well seen in the oblique views. The right sphenoidal sinus is very opaque, and also the ethmoidal cells on the right side.
The photograph of patient taken before operation shows the marked swelling over the right maxillary antrum.
Microscopic sections of the growth are shown.
REPORT BY PROFESSOR SHATTOCK. (A) From -the Maxillary Antrum.-The pedicle: This consists of loose connective tissue, of an open feltwork of slightly wavy fibrils, fairly well provided with proper cells. That the material is not a mere coagulum appears from the fact that the fibrils are arranged more or less in intersecting bundles, and so present the usual differences according as the bundles are divided longitudinally or transversely, and the cells exhibit corresponding variations in form. The vessels are comparatively few and of inconsiderable size; the hyaline condition of their walls may be ascribed to the imbibition of fluid, the open character of the fibrous tissue being indicative of an cedematous infiltration.
(B) From the Nasal Cavity.-This exhibits the typical structure of a soft fibroma, and consists of loosely arranged wavy fibres, amongst which there is a fair abundance of proper lamellar cells. The investing epithelium is in places intact.
(C) From the Nasopharynx.-This portion of the tumour consists of a particularly open feltwork of very delicate fibres arising from coarser strands of connective tissue, the appearances being attributable to cedema of a connective tissue basis, arising probably from pressure constriction. The proper lamellar cells are relatively few, but their nuclei are well stained. Polymorphonuclear leucocytes and plasma cells occur in the meshes. The vessels are filled with normal blood; here and there the tissue is necrotic.' The investing epithelium is in places intact. The histological diagnosis of the neoplasm is a soft fibroma in which cedema has occurred.
The PRESIDENT: I consider that in many of these cases there is no necessity to think of doing a laryngotomy or tracheotomy. It is unusual for these growths to involve the skin of the cheek. I have never seen a choanal polypus do so; such involvement is seen oftener in the case of sarcoma. I In the necrotic tissue specially prepared sections show the presence of short streptococci and fusiform Gram-negative bacilli (Dr. Eastes 1915, to illustrate the benefits of Dr. William Hill's styletted orocesophago-gastric feeding tube.
The patient was so comfortable with the tube that he could not be persuaded to return and have a new one inserted. A few days after the last report on the case the tube became blocked, and all attempts to unblock it failed; it was therefore removed. The rubber was found to have perished, the tube had been flattened by the pressure of the growth, and the wire stylet broken and corroded. Three days later the patient came to town, but it was found impossible to insert another
